Abstract
was achie ved by placing a polyethylene strut to connect the incus to the vein graft. 2 Since then , Shea's technique has been modified severa l times. ' Shea abandoned the use of the polyethylene prosthesis because it had a tendency to slide toward the vestibule and erode the incus. In 1960, Schuknecht and Oleksiuk introduced a wire prosthesis.' A Gelfoam wire prosthesis was also used during the I960s , but it too was abandoned after it became implicated in an increase in the incidence of sensorineural hearing loss and in the risk of postoperative perilymphatic fistulae .
The 1970s marked the beginning ofthe era ofthe metalwire and Teflon (polytetrafluoroethylene) Schuknecht-type piston prosthesis of various diameters (0.4, 0.6, and 0.8 mm). The diameter of the most widely used wire/Teflon prosthesis is 0.6 mm. During surgery, the wire is fixed to the long arm of the incus and manually closed with a MeGee forceps. " Improper closure of the wire was reported to cause erosion and necrosis of the incus arm in 43.2% of cases.6-9 Perkins and Curto reported that the use of the wire/Teflon prosthesis resulted in a closure ofthe air-bone gap of 16.1, 7.9, 3.9, and 10.2 dB at 500, 1,000,2,000 , and 4,000 Hz, respecti vely.10 Closure of the air-bone gap to within 10 dB has been reported in as many as 82.8% of patients." :"
Since 1995, we have been using the fluoropl asticASTM F 754 prosthesis, which is made completely of Teflon. To ensure correct placement intraoperatively, the prosthesis ring is opened with a set of cupped tweezers or a hooked instrument. The prosthesis remains open for several minut es, which allows for its proper placement before memory closes it.
In this article , we describe our comparison of the Teflon prosthesis with the wire/Teflon device in terms of postoperative hearing gain. To the best of our knowledge, no such study has heretofore been published in the world literature.
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in rhe comp1u also statistica lly significant (p < 0.00 1).
The differences between the two groups with respect to air-bone gaps at the low (tab le 4) and high (table 5) frequencies were also stat istically sign ificant (p < 0.00 1) in favor of the study group.
Discussion
For more than 40 years, stapedectomy has been an effect ive method of treat ing hearing loss secondary to otosclerosis. New prostheses have been developed for the purpose of improvi ng hearing ga in at a lower cost.
During the per iod of our study, we observe d that an importa nt determinant of hearing improvement was the 
Results
Of the 436 cases we reviewed, 146 met our inclusion criteria. These cases invo lved 76 patients who had received a Teflon prosthesis (study group) and 70 who had rece ived a wire/Teflon prosthesis (control group). The two groups were paired according to age, sex , and the degree of hearing loss; there were no statistica lly sign ificant differences between the groups in these variables (table I) . Analysis ofpostsurgical hearing gain in both groups revealed a statistically significant differenc e (p < 0.04) in favor of the study group at the low frequencies (table 2) . However, no statistically significant differences were seen at the medium and high frequencies .
Similarly, when ana lyzing the air-bone gap by frequencies, we found statistically significant differences in favor of the study group at 250, 500, 1,000, 2,000, and 4,00 0 Hz (p < 0.00 1) (table 3). The overa ll difference was and 60 years of age, (2) clinically diagnosed Table 4 . Closure of the air-bo ne gap at the low frequencies (250 and audio logica lly corroborated otosclerosis, and 500 Hz) postopera tively (3) a 65-dB conductive hypoacusis with tone loss, and (4) stapedectomy with placement of either a Teflon prosthesis or a wire/Teflon prosthesis. The groups were paired by age, sex, Intensity (dB) and degree ofhypoacusis. We exc luded cases in which patie nts had had ossicular chain fixa-0 tion seco ndary to tympanic sclerosis , malleus and incus prob lems, or congeni tal anoma lies. 1 to 5 All of the authors had used the same surgical 6 to 10 technique to perform all stapedectomies. Loca l anesthesia was administered in every case.
Once all eligible charts had been selected, we reviewed them for each patient's age, sex , 16 to 20 degree of hypoacusis, and type of prosthesis . We also rev iewed audiologic data and noted 21 to 25 airway averages at low freque ncies (125, 250, * Mann-Whitney U test. and 500 Hz), medium frequencies (500 , 1,000, and 2,000 Hz) and high frequencies (2,000, 4,000, and 8,000 Hz) . We also noted air-bone gaps at 0, I to 5, 6 to 10, 11 to 15, 16 to 20, and 2 1 to 25 dB at low (250 and 500 Hz) and high (1,000, 2,000, and 4,000 Hz) frequencies as recorded by a Madsen Midirnate 602 audiometer (GN Otometrics ; Taastrup , Denmark).
The statistical analysis was done with the assistance of SPSS 8.0 software (SPSS ; Chicago). Frequency measures were used independently for each of the varia bles . For qualitative variab les such as sex , the chi-square test was used. Based on the skew ness and kurtosis values, we used the Mann-Whitney U test and the Student's t test to analyze group differences.
SUPERNUMERARY NOSTRIL W ITH CO NG ENITAL CATARACT
Onizuka and Tai reported the case of a single accessory nostril that had developed above the nasal ala.' In 1987, Nakamura and Onizuka reported a similar case, and they hypothesized that the cause was probabl y a localized defect in the lateral nasal process ." In 1992, Chen and Yeong described a case of bilateral supernumerary nostrils that were situated below the normal nasal openings , and they proposed treating such anomalies by staged corrective surgery." Finally, in 200 I, Hallak et al reported a case of supernumerary nostril in which a blind cavity was present in a normall y developed nose. " They advocated that corrective surgery be performed at an early age to prevent any possible alar deformity.
Most reported cases of supernumerary nostrils have been unilateral, and most were associated with other craniofacial malformations, such as a facial cleft. A supernumerary nostril mayor may not communicate with the ipsilateral normal nasal cavity, depending on the extent of the anomaly's embryologic progression. 10 In our patient, the probable explanation for the embryogenesis ofthe supernumerary nostril , accessory nasal cavity, and congenital cataract involves a defect in the migration of cells from the frontal prominence, which led to a simultaneous anomaly in the development ofthe nasal and lens placodes. In this case, the additional olfactory pit that formed was clearly smaller than the normal olfactory pits. At the time that the primiti ve nasal cavity had formed , the additional olfactory pit develop ed into an incomplete, smaller accessory nasal cavity whose anatomy resembled a cul-de-sac; the accesso ry cavity did not communicate with the rest of the nasal cavity or with the nasopharynx.
The accepted treatment of a supernumerary nostril is excision of the accessory nasal cavity followed by reconstructive surgery. Surgery should be performed as early as possible . stability of the prosthes is. Because the Teflon prosthesis has the ability to close itself( memory) , it should be opened only as needed, depending on the width ofthe incus' s long arm. This characteristic allows surgeons to safely place a Teflon prosth esis and fix it to the incus, thereby ensuring good stability in the oval window. With the wire/Teflon prosthesis, it has been clearly shown in the literature that manuall y closing the metal ring on the long arm of the incus can lead to unwanted tightness and necrosis at the fixation site. On the other hand, the ring may not close at all, which can lead to displacement of the prosth esis.
Wire accounts for two-thirds of the components of the wire/Teflon prosthesis, and wire is subject to bending and displacement. Placement of the Teflon prosth esis resulted in a significantly greater hearing gain at low frequencies and in significantly better air-bone gap closure at all frequencies in our study group . At the low frequenci es, the air-bone gap was closed to within 0 to 10 dB in 71 of the 76 Teflon patients (93.4%), compared with only 40 of the 70 wire/Teflon patients (57. 1%). At the high frequenc ies, the corresponding figures were 74 of76 (97.4%) and 56 of70 (80.0%). We believe that the hearing improvement seen in the study group is excellent. Although we are not certain why placement of the Teflon prosth esis results in greater postsurgical hearing gain and air-bone gap closure , we suspect the reason has to do with its ability to self-close and therefore remain stable.
